Background: The origin, evolution and potential impact of personal ways of knowing, underpinned by health
INTRODUCTION
We argue that the design of learning and teaching should include learning experiences that cause people to recognise their health beliefs and how these may influence their learning and practice. Beliefs are integral to how people form their worldviews.
Given nurses across the world are increasingly working with culturally diverse clientele, the paper also explores the competing tensions among the concepts of health literacy that includes critical thinking, values and culture.
Accepting the tensions between personal beliefs and the contemporary evidence that counters those beliefs, each element is nevertheless critical in that it impacts the nature and extent of success of health professionals' reactions to contexts and situations to which they need to respond. Health beliefs of both the professionals and the people they serve influence the nature of clinical reasoning processes and the achievement of optimal outcomes for clientele.
As a result of the cross-cultural nature of our study, we were also caused to reflect on the numerous assumptions made about differences in critical thinking and cognitive styles between East Asian and Western countries. There has been some debate about whether Asian students show lower levels of critical thinking thing than Western students although it is likely that language plays a large part in this difference (Lun, Fischer, & Ward, 2010) .
Previous work defined East Asians as holistic thinkers
and Westerners as analytic (Jen & Lien, 2010) . This has led to suggestions that pedagogies should be culturally appropriate to avoid mismatches that are likely to happen when a Western educational methodology is applied in another context without thoughtful adaptation including that of teaching processes and knowledge frameworks (Nguyen, Terlouw, & Pilot, 2006) . Given the global movement of both students and clinicians within the health professions the assumptions outlined by Jen & Lien (2010) should be considered carefully especially in relation to teaching styles, preferences for choices in learning events that either enhance or limit self-direction (autonomy) in learning trajectories and the level of engagement with contemporary technologies used for education, work and leisure pursuits. Nutbeam (2000, pp., p.260) highlighted that the purpose of knowing about something and learning is to change behavior. He noted the complex relationships among knowledge acquisition, beliefs and social norms and noted that early theorists such as Bandura and Ajzen and Fishbein "helped in identifying and understanding" the links among the elements of professional decisionmaking. Given recent developments in globalization, the following discussion elaborates upon health literacy essential for effective nursing practice and the competing tensions between being knowledgeable about health and wellbeing and thinking critically about the mechanisms for achieving maintenance or restoration of health and wellbeing, and being immersed in one's culture and mores.
Health literacy
Health literacy has received increasing attention over the past decades (Korsbakke Emtekaer Haesum, Ehlers, & Hejlesen, 2016) but there has been little research into the health literacy of clinicians. The concept of health literacy was used to describe the relationship between patient adherence to prescribed treatment and their literacy levels. However, Nutbeam (2000) saw the need to view health literacy across three levels based on the WHO definition. The most basic level is "functional health literacy" which includes the minimal literacy skills needed to function in healthcare systems. Those without basic literacy skills will find it difficult to access information about health concerns (Nutbeam, 2008) . The second, is "interactive health literacy" -people are able to access or retrieve health information and thus meaningfully engage in discussion about their health needs. The third and most advanced level is "critical health literacy". If people, including professionals, are not able to assume a critical stance on information to hand, seek out and evaluate health information and act upon it accordingly (Nutbeam, 2000) , it is unlikely that they will be able to make informed judgments in situations that lack clarity around immediate responses. Health professionals who lack a critical spirit will continue to function with low levels of insight and we argue that it is critical to patient care that educational approaches foster critical thinking in order to minimize this.
Critical thinking
Linked to health literacy is the concept of critical thinking, seen as an essential ability, particularly in nursing (Benner, Hughes, & Sutphen, 2008) objections from alternative viewpoints; and frame of reference" (Scriven & Paul, 2013) .
The concept of critical health literacy is seen as central to safe high-quality clinical nursing practice which is judge (Benner et al., 2008) . It is seen as as an end in itself perhaps with the underlying assumption that if nurses are taught CT that it will always be used. However, Scriven and Paul (2013) note that CT can be envisaged as comprising two components, the first a skillset of "information and belief generating and processing skills" and the second "the habit, based on intellectual commitment, of using those skills to guide behavior".
Critical thinking and evidence based practice are based on a positivist view that there is an objective and universal truth, knowledge or reality (Shuman, 1993) whereas a cultural relativist approach may deny the existence of universal truths -"Judgments are based on experience, and experience is interpreted by each individual in terms of his or her own enculturation" (Herskovits, 1973 p. 15) but we would argue that in its exemplary form, CT is based on universal intellectual values that transcend cultural differences.
Knowing from experience
There is much research to suggest that we rely on subjective experience to make various kinds of cognitive and metacognitive judgments (Nussinson & Koriat, 2008) . Experience has been viewed as evidence in nursing research and there are many papers on the "lived experience" of different groups (Allen & Cloyes, 2005) .
Similarly "humanist discourses position an intentional individual who is the agent of her/his experiences as central to ways of knowing and understanding" (Crowe, 1998, pp., p.340) thus assuming that knowledge comes from experience. The author goes on to warn that is naïve to view a person's construction of their experience as an accurate representation of reality and that "more critical approaches to ways of knowing and understanding in relation to clinical practice" are required (Crowe, 1998, pp., p.343) .
In terms of educating health professionals to effective care for their clients it is evident that evidence-based practice medicine is usually more effective in eradicating disease than interventions based on superstition (Rosado, 1994) . Rosado goes on to say that this is not just an ethnocentric perspective on our part, but a pragmatic principle that "that which works is 'better' than that which doesn't work" (Bagish 1990, p. 34) . 
Findings
Given that the study focussed on the sources, influences, similarities and differences in health beliefs among clinical and academic nurses, the primary themes related to with the most salience to our focus on the relationships among health beliefs, critical health literacy were sources of belief, unexamined beliefs, and knowing from experience. Participants also reflected on how participating in the Q method experience resulted in the creation of dissonance.
Sources of belief:
The researchers assumed that if views were entrenched then nurses will potentially unconsciously impose them on another person and that in turn could influence plans for optimal care or learning outcomes. Holding beliefs without question is problematic, especially if nurses are unable to reflect upon their own ways of thinking and knowing.
Aiko, a female Japanese academic, aired her uncertainty about the source of her belief:
It was not certain whether I know them from what I learned from professional education or information from TV and the like. It was difficult.
On reflection a Thai nurse recognized that her own previously unexamined beliefs may not be testable 
Unexamined beliefs
Other nurses spoke about a lack of willingness to question or reflect on long-held beliefs: 
In contrast another Thai nurse noted

I do not think that making preparations for the baby during pregnancy is related to miscarriage. Miscarriage is concerned more with the health fitness of a mother.
Similarly, ignoring the fact that she was basing her reasoning only on personal experience and that alternative inferences were possible, an Australian academic said Sugar creates hyperactivity in children.
Yes. well, I've seen it happen before my very own eyes and another
Australian academic was even more adamant that shaving causes hair to grow back it grow back faster, darker, or coarser
I have to agree with that. That is my experience because I have a lot of hair. I do not know the evidence. You could not change my mind about that because that is my experience (laughs). I have my legs to show you. I cannot change. I have seen it with my own eyes… that is the best evidence isn't it?
Others in many countries noted that their beliefs were just "personal opinion" and one Thai academic commented on the dangers of generalising from anecdotal
experience: these incidents [making preparations for a baby before it is born] can be just coincidences. If something happens, it tends to be embedded in people's minds as a belief. I personally do not believe in this.
The interviews with nurses in this study showed how powerful learning from personal experience, vicarious observation and clinical practise is and this has an equally powerful message for the educator in terms of designing learning experiences that will have a lasting impact.
The process as an educational intervention
Q sorting in itself prompted participants to think about their beliefs, the evolution of their beliefs and ways of knowing and recognized a level of dissonance caused by unquestioning adherence to their beliefs and a need for a rational approach to their work roles. Their involvement in the research as a respondent also enabled them to reflect on their exposure to the Q-sort method. 
Aya (a female Japanese academic) said
DISCUSSION AND IMPLICATIONS FOR EDUCATION AND PRACTICE
The results suggest powerful influence that personal experiences, vicarious observation and clinical practice establishinghas on health beliefs. None of us think critically all the time and we are all capable of "undisciplined or irrational thought" (Scriven & Paul, 2013) . As Scriven and Paul (2013) state, we have blind spots, and "much of our thinking, left to itself, is biased, distorted, partial, uninformed or downright prejudiced" and cognitive errors can lead to clinical errors (Graber et al., 2012) . It was clear from the nurses' responses that their own experiences led to confirmation bias and they tended to interpret their experiences in a way that confirmed their preconceptions and did not always examine their beliefs in a self-reflective or critical way.
Chinese education has been criticized for stifling critical thinking but a failure to think critically may be a result of educational approaches that stifle critical thinking while purporting to teach it and this is not an issue confined to Chinese educational approaches (Tiwari, Avery, & Lai, 2003) .
In the context of our research we saw the influence of health beliefs across a range of cultural groups and were caused to think about the extent to which an ability to think critically can be learned and how best might this be achieved with a level of certainty about learning outcomes arising from appropriate assessment strategies. Nurses' health beliefs are integral to testing the appropriateness of any nursing intervention, measured against agreed goals. Educational strategies that embrace the full suite of contemporary nursing abilities that are inclusive of information literacy or fluency that facilitates cross checking the value of the best available evidence to support a particular clinical judgment. Findings from this study suggest participants, in order to make a sound clinical judgement need to test the difference between facts based on evidence and inferences made from as a result of firmly held, but unsubstantiated, personal beliefs. We acknowledge that health beliefs have meaning for nurses and for the people for whom they provide care.
However professional nursing activities are underpinned by a rational problem-solving process dependent upon effective critical health literacy and some beliefs cannot be upheld when careful scrutiny is applied.
